MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B83<046729

OEPARTMENT F PUBLIC HEALTH AND WELF - = -
© L - 7, Zi > STATE FILE NUMBER
. ~.Primary Registration District No Registrar's No. ___& '.,__‘,,ﬁ,._ .

2. UsSualL H.ESIDENCE-(Where deceased fived. If institutlon: Residance, befare

. STATE b. COUNTY
* Mo. Shannon

Registration District No. —_____
DO NOT WRITE ™ lon
ON THIS STUB AMENCE =H — g

1. PLACE OF DEATH v
». COUNTY

VS 300
Rev. 4/5%9

Vjain|
2/610

Shannon admission)

b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in |b c. CITY
OR R
TOWN

Inside Limits

Ol
Eminence TowN  Eminence Yesig N O

c. FULL RAME OF {If NOT in hospiral, aive location) Inside Limits d. STREET {If cutside, giva lacation}
HOSPITAL O ADORESS

INSTITUTION Home Yes Ii Ne O Yes [ Nof]

3. NAME OF DECEASED First Middle Last 4. DATE Month
{Type or print)

Reside on Farm

DATE AMENDED

Day Year

OF
Ncrman Clay Galbraith PEAM  November 16

5. SEX 6. COLOR OR RACE 7. Married Never Married [] [8. DATE OF BIRTH | ¥- AGE [last birthday) | IF UNDER | YEAR IF UNDER 74 HR

M W Widowad Divorced [ 9/13 [78 85 Months | Days | Hours I Min.
10a. USUAL OCCUPATION Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
utng rnosr ) Iung ife, even renreﬂ]

er Eminence, M USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND QR WIFE

Thomi Galbraith Katheryn Farme

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECUKITY NO. | 17. INFORMANT Address

(Yeshra ar unknnwn)l {If yes, give war or dates of service) Cara Camk losa ChOpln TI‘OY , Ml Ch

18. CAUSE OF DEATH (Enter only ona cause per line for {a)_({b], a INTERV, BETWEEN
PART |. DEATH WAS CAUSED BY: /Wﬂ/y/c M&A( /775 AND DEATH

IMMEDIATE CAUSE (o)

—
4
)
=
A
9
o}
a

Conditions, if any, DUE TQ (b)
which gave rise to
above cause [a),
stating the under.
lying cause last, DUE TO (<)

PART L. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but not related 1o the terminal FART til. 1§  decensed was  female was
disease condilion given in PART 1 {a) there & pregnancy in last 90-days.

l O Yes | 0O mNe O Unknown

_ WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, [Enfer nature of ipjury in PART | or PART {1 of item 18.)
PERFORMED! [m] O [m]
YES 0 NO

_TIME OF  Hou Marin, Day, Year |

INJURY a.m.
p.mm.

. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, syeel, office bldg., etc))
NOT WHILE AT WORK [

3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

- :
. | atiended the deceased fro . d last saw_ i alive on '/
Death wgtcurred at A'l m on the date stated above, and 1o the best of my knowledge, from the causes stated.

o iy, I

73a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. I.OCATIOMCﬂv, town, oF counly) {State)

BJ;?:S:VAEI foee 11/19/63 New @Men Cem. Eminence, Missouri
24. FUNERAL DIRECTOR ADDRESS u’AlE RECD. 8Y LOCAL REG. 26. REGLSTRAR 5 SIGNATU
Duncan Funeral Home Mtn. View, oy Foen fFe

‘ (Licensed Embalmer s Statement an Revarse Side}

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




‘ “'k""‘ Froak J, A" .!'..‘j ;‘3-‘!'{
To Dr-"# P M. 11/18/63
Rec'd from Dr. 9:30 A.M. 11/26/63
To Local Reg. 9:45 A.M. 11/26/63

STATEMENT BY UICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embaimer No.JﬁZ@L
- ' P.O. Addres% P B

_— g : 7 '
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo comply

with the abave constitutes grounds for revocation of license),
If ‘embalmed by a STUDENT, he also shall sign in his OWN handwnhng
If this body is not embalmed, fact should be so stated above. )
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